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Bulimia is an eating disorder characterized by episodic binge eating 
and other related symptomatology. Previous research suggests that 
bulimics experience interpersonal problems particularly in the areas 
of conflict resolution and in their satisfaction with their roles 
within their families and marriages. The present study compared 12 
bulimic couples to 14 maritally distressed couples and 15 normal 
control couples on measures of relationship satisfaction, conflict 
resolution styles, and beliefs about intimate relationships. In 
addition, couples’ communication styles were analyzed based on their 
participation in an analogue conflict situation. Results of this study 
provide support for the contention that bulimics experience 
dissatisfaction with their interpersonal relationships and that they 
demonstrate deficient conflict resolution skills. Bulimics reported 
global relationship dissatisfaction with their marriages similar to the 
dissatisfaction felt by couples seeking marital therapy. However, 
bulimics' spouses were not as dissatisfied with their marriages as 
were the maritally distressed males. Bulimics were also similar to 
females in distressed marriages in their reported use of few problem­
solving skills and withdrawal during conflict. Analyses of the analogue 
conflict discussions, however, did not confirm the presence of these 
self-reported communication deficiencies. In terms of beliefs about 
intimate relationships, bulimics and maritally distressed females 
subscribed to the dysfunctional belief that "Partners cannot change." 
These results suggest that clinicians working with bulimics need to be 
aware of the potential for marital problems in this population and to 
integrate some form of couples therapy or conflict resolution skills
training in their treatment packages. The impact of such treatment 
components on the course of the bulimic’s eating disorder and its 
treatment is a topic for future research. Although the results of this 
study lend support to previous clinical observations of bulimics, these 
data must be accepted with caution due to the small sample size and the 
selection bias inherent in the use of volunteer participants.
Marital Relationships and Conflict Resolution 
Skills of Bulimics
In the third edition of the Diagnostic and Statistical Manual of 
Mental Disorders published in 1980, bulimia is described as an eating 
disorder characterized by the recurrent consumption of large quantities 
of food (binge eating). This binge eating is perceived by the individual 
to be abnormal and frequently accompanied by a depressed mood. The 
individual inav express the fear that her eating is uncontrollable and she 
mav attempt to counteract perceived weight gain following a binge by 
inducing vomiting, using laxatives, or excessive fasting. The diagnostic 
criteria for bulimia are presented in Appendix A.
Prevalence and Etiology of Bulimia
The prevalence of bulimia in the general population is still unknown 
although it is thought to be a relatively common eating disorder among 
young women (Schlesier-Stropp, 19S4). Several investigations have been 
conducted to assess for the prevalence of bulimia and they have yielded 
varving estimates suggesting that anywhere from 3.8% up to 16% to 17% of 
the women in the populations sampled were bulimic (Halmi, Falk &
Schwartz, 1981; Johnson, Stuckey, Lewis & Schwartz, 1983; Moss, Jennings, 
McFarland & Carter, 19S4; Pyle et al., 1983; and Strangler & Printz,
1980). According to Mizes (19S5) in his review of the bulimia literature 
this variability in prevalence estimates may be due to differences not 
on.lv in the definitions of bulimia used, but also to the differences in 
the various populations sampled. There is increasing evidence that this 
eating' disorder, which typically emerges in late adolescence, persists 
over time (Cullari & Redmon, 1984). Due to the secrecy with which
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the bulimic engages in disordered eating: behaviors and frequent absence 
of obvious medical or physical problems (Williamson, Davis & Ruggiero, in 
press), it .is not surprising that the average age of women presenting for 
treatment with bulimia tends to be older than the age at which anorexics 
first come into contact with health care professionals (Cullari & Redmon, 
J9S4: Foster, 1986; Pyle, Mitchell & Eckert, 1981). Despite its apparent 
prevalence and persistence little is known about the causes of this 
eating disorder.
Theories regarding the etiology of bulimia range from the almost 
exclusively biological (e.g., Pope, Hudson & Jonas, 19S3; Rau & Green, 
1976 & 1984) to the almost exclusively psychosocial (e.g., Bruch, 1978; 
Sours, 1980). To date, no one theory of the origins of bulimia has 
received universal support. Although it is impossible at this time to say 
what causes bulimia, useful models have been constructed that allow for 
tire svstematj.c exploration of the possible factors that maintain this 
earing disorder as well as its related problems (Stunkard, 1985).
A Modei of Bulimic Behavior and Related Problems
Williamson et al. (1985) provide a model of the antecedents and 
consequences of bulimic behavior that synthesizes various aspects of 
other proposed models (Rosen & Leitenberg, 1982; Slade, 19S2). This model 
suggests that the binge eating of bulimia is a result of biological 
deprivation or hunger experienced by the individual. It is proposed in 
this model that the bulimic becomes very anxious after binging because of 
her fears of weight gain. She purges in response to this anxiety thus 
experiencing a subsequent decrease in her feelings of anxiety. 
Unfortunately, purging also returns the bulimic to a state of biological
deprivation, and in this way the binge-purge cycle is perpetuated.
Another important aspect of Williamson et al.’s model of bulimia is that 
it also notes the potential for interpersonal and intrapersonal factors 
to impinge upon and in return be affected by the eating disorder (See 
Figure 1). Of particular interest is the commonly held belief that 
bulimics frequently experience interpersonal problems.
Interpersonal Functioning of Bulimics
Clinical observations of bulimic patients suggest that as a group 
thev are socially isolated, withdrawn, sensitive to rejection, have 
difficulty expressing emotions, and have poor conflict resolution skills 
(Johnson & Pure, 1986; Yudkovitz, 1983). There appears to be a growing 
bodv of research to substantiate these clinical observations. Williamson 
et al. (19S5) found that bulimic women received higher scores on the 
Interpersonal-Sensitivity subscale of the SCL-90 than did obese and. 
normal control subjects. Pyle et al. (1981) surveyed 34 bulimics. Their 
subjects reported that they were experiencing interpersonal problems and 
that binges were frequently preceded by arguments. Schlundt, Jarrell & 
Johnson (1983) provide further evidence for the role of interpersonal 
conflict in the perpetuation of binging and purging. They asked eight 
bulimic women to keep continuous records of their eating behavior. The 
investigators found that binge eating was frequently preceded by negative 
mood states. The authors speculate from clinical experience that such 
negative moods were produced by problematic interpersonal situations. 
Johnson and Berndt (1983) began an investigation of the social adjustment 
of bulimics which was followed up by Norman and Herzog in 1984. These two 
studies demonstrated that, based on responses to the Social Adjustment 
Scale, bulimic women experienced significantly more social maladjustment
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Figure 1: Williamson et al.’s (1985) model of bulimia
than normal, alcoholic, and acutely schizophrenic women in terms of their 
roles within their families as wives and mothers and that this 
maladjustment persisted even after receiving treatment for their eating 
disorder. It has been suggested that one reason for bulimics’ 
interpersonal problems is that they are unassertive and unable to handle 
conflict constructively (Loro, 19S4). In a study of binge-eaters not 
necessarily diagnosed as bulimic, Hawkins and Clement (1984) found that 
such women reported being less socially competent in terms of 
assertiveness and dating skills than did women who were not binge-eaters. 
Despite growing evidence suggesting that bulimics have deficient 
interpersonal problem solving skills, few attempts have been made to more 
diiectlv evaluate the types of responses bulimics utilize when engaged in 
interpersonal conflict.
Bulimics’ Conflict Resolution Within the Family
One of the earliest studies involving the direct observation of the 
interactions between patients with eating disorders and their parents was 
conducted by Minuchin, Rosman and Baker (1978). Minuchin et al. studied 
the functioning of anorectic as well as other "psychosomatic" families. 
They concluded that the families they studied exhibited four 
characteristic forms of interaction: 1)enmeshment; 2)
overprotectiveness; 3) rigidity; and 4) inability to resolve conflict.
Enmeshment describes the blurring of boundaries within a family so 
that its members are overly sensitive to the moods and needs of other 
familv members making differentiation of individual needs and wants apart 
from the family difficult. Direct confrontation among family members in 
an enmeshed family is perceived to be very threatening to the
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homeostasis of the family system and is therefore unlikely to occur 
(Liebman, Sargent & Silver, 1983). Overprotectiveness within a family 
is demonstrated by extreme intrusiveness and an inability to foster 
appropriate individual autonomy (Liebman et al., 1983). According to 
Minuchin et al. (1978), anorectic families that display enmeshment and 
overprotectiveness are further characterized by the rigidity with which 
they persist in these interactional styles based on the developmental 
stage of the family and their continued ineffectiveness. Since conflict 
is seen as so threatening and the flexibility required for problem 
negotiation is lacking in such families, successful conflict resolution 
is found not to occur. This finding that successful problem solving 
skills are lacking in families of anorexics has been further supported 
by more recent investigations (Garfinkel et al., 1983; Humphrey, Apple 
& Kirschenbaum, 1986). However, recent research has called into 
question the wisdom of assuming that descriptions of anorectic families 
can be extrapolated to descriptions of families of normal weight 
bulimics (Sights & Richards, 1984; Strober, Salkin, Burroughs &
Morrell, 1982) although Schwartz, Barrett and Saba (1985) did report 
replicating Minuchin et al.’s (1978) observations in their intensive 
study of 30 bulimic families. However, Ordman and Kirschenbaum (1986) 
only partially found support for Minuchin et al.’s (1978) description 
of eating disordered families in their study of the families of 25 
bulimics using self-report instruments. They administered the Family 
Environment Scale (Moos & Moos, 1980) and the Family Adaptability and 
Cohesion Evaluation Scale (Olson, Bell & Portner, 1978) to the 
participating bulimics but the bulimics' parents and/or other family 
members did not take part in this study. The bulimics’ scores on these
7
instruments were compared to those of 36 control subjects. Ordman and 
Kirschenbaum (1986) found that the bulimics reported less familial 
cohesion and expressiveness than normals but they also reported more 
conflict in their families than did the control subjects. The low 
cohesion scores acheived by the bulimics somewhat contradicts findings 
of enmeshment and overprotectiveness in other eating disordered 
families. However, the bulimics' self-reported inability to express 
feelings openly within their families while experiencing a great deal 
of familial conflict is more in keeping with the ineffective conflict 
resolution skills noted in bulimic patients as well as in other eating 
disordered families. Therefore, there does exist some data to suggest 
that normal weight bulimics come from families in which conflict exists 
but- is not openly or constructively dealt with. Schwartz et al. (1985) 
suggest that few family studies have been conducted with normal weight 
bulimics in part because of the higher average age of bulimics when 
compared to anorectic patients.
It is believed by many family therapists that marital interactions 
are influenced by and tend to replicate the interactional patterns of 
the dyad's families of origin. Therefore, due to bulimics’ higher 
average age, research into their conflict resolution skills could more 
practically be done within their marital relationships. A number of 
established instruments for the assessment of couples' problem solving 
and conflict resolution skills exist as a result of work in the area of 
behavioral marital therapy. The presence of such instruments serves to 
further encourage research into the conflict resolution skills of this 
group of eating disordered individuals.
s
Assessment of Married Couples* Conflict Resolution Skills
The study of conflict resolution and the problem solving skills of 
married couples has been an important part of the development of 
behavioral marital therapy. Three aspects of conflict resolution are 
generally assessed: The couples’ perceptions of their problem solving
skills, their self-reported beliefs or cognitions regarding conflict and 
problem solving and their actual implementation of these skills. A 
variety of assessment instruments have been developed to allow for the 
examination of the various aspects of conflict resolution and problem 
solving.
Direct observational techniques. The Marital Interaction Coding 
System (MICS) was developed by Hops, Wills, Patterson and Weiss in 1971 
as a means of objectively describing the interaction of couples as they 
discuss actual or analogue problem situations. The MICS is composed, of 30 
behaviorally defined scoring codes (Weiss & Weider, 19S2). Vincent, Weiss 
and Birchler (1975) were able to differentiate distressed from 
nondistressed couples on the basis of the MICS. They found that 
dysfunctional couples emitted more negative problem solving behaviors and 
fewer pos.lt.ive problem solving behaviors than the functional married 
couples. However, the MICS is a complex instrument. It has been 
criticized due to the difficulty encountered in accurately calculating 
interobserver reliability (Jacobson, Elwood & Dallas, 1981; Margolin & 
Jacobson, 1981) and because of the prolonged time required for training 
observers to use it (Floyd & Markman, 1984). Perhaps the difficulties 
inherent in the use of such direct observational techniques are one 
reason why they have not, with one exception (Humphrey et al., 19S6), 
been used in the study of eating disordered individuals. Rather, when
investigators have directly observed the interactions of individuals with 
eating disorders in problem solving situations they have made use of 
informal ot unverified observation techniques. It was not until recently 
that a less complex coding system for the direct observation of couples' 
interactions was developed.
Floyd and Markman (19S4) have developed the Communication Skills 
Test (CST). This observational method involves assigning a rating from 
five possible ratings (l=very negative, 2=negative, 3=neutral,
^positive, and 5-very positive) to each complete statement made by each 
partner within the observed interaction. Each of the ratings reflects a 
cluster of descriptors of both verbal and nonverbal communication styles 
taken from previous research with couples. The CST not only allows one to 
assign an overall score to a couple's interaction that is reflective of 
the.i r global communication style but it also allows one to track 
sequential interaction patterns more easily than with such complex 
methods as the MICS. In addition, it provides for efficient calculation 
of Interobserver reliabilities which Floyd and Markman (19S4) reported 
ranging from .71 to .95 wth a mean of .82 on the CST. They found that the 
CST was senstive to changes in dating couples’ communication styles as a 
result of their participation in a communication skills training program 
and in comparison to control couples' communication. Therefore, the CST 
may provide a sound, easy to use method of quantifying the direct 
observation of the problems solving interactions of eating disordered 
jndvidiuals with their spouses. With the CST one could determine in what
wavs bulimics' problem solving styles actually differ not only from
normal control couples but also from couples in marital distress in an
efficient and reliable manner.
The-- direct observational methods described above require that the 
couples being- studied engage in some type of discussion which can be 
videotaped. In order to obtain this sample of behavior, couples have been 
asked to choose a problem relevant to their relationship to discuss or 
thev have been given topics to discuss chosen by the investigators 
thought to approximate the type of conflict situations which might be 
encountered bv couples. Olson and Ryder (1970) developed a technique 
designed to elicit problem solving and decision making behavior in 
couples called the Inventory of Marital Conflict (IMG). This instrument 
consists of the description of 18 hypothetical problem situations. There 
are separate forms for husbands and wives. Some of the problem situations 
described on the two forms are identical and some of the descriptions 
diffc-,- somewhat between the husband and the wife's forms. Although the 
essential information about the problems are the same for both forms, the 
diffetences cause one partner to view one hypothetical partner as more 
responsible for the problem than the other while his/her own husband or 
wife reaches the opposite conclusion. Each partner reads the IMG 
separately from his/her spouse and marks on the answer form who he or she 
thinks is at fau.lt, the hypothetical wife or husband, and what she or he 
thinks would be the best of two possible solutions to the problem. In 
add.ition, each partner rates each of the hypothetical problems as to 
their relevance to his/her own relationship and other marital 
relationships. These latter ratings serve as manipulation checks to allow 
one to determine how relevant the later analogue conflict interactions 
may have been for the couple. After the couple has rated the IMC 
separately they are rejoined and asked to discuss each of the conflict 
situations. They are instructed to decide jointly through their
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discussion of each vignette who is most responsible for the problem and 
which of the two possible solutions is the most acceptable. Each partner 
.is asked to record these decisions in the appropriate spaces on their 
individual answer sheets. This interaction segment of the IMC yields two • 
sources of information about the couple under study. First, the actual 
prob.lem solving style of the couple can be assessed by videotaping their 
discussion and using one of the observational scoring systems to code 
these behaviors. Second, the couple’s recording of who is at fault and 
how the problem should be solved reveals which partner "wins" or which 
partner’s point of view prevails. In this way one can assess for 
dominance in the relationship’s problem solving interactions.
In their study of nearly 1000 couples Olson and Ryder (1970) found 
the (MC to be a valid and reliable tool for the assessment of couples' 
problem solving and conflict resolution skills. It takes approximately 
one hour to complete if the entire inventory is used. However, it is 
constructed in such a way that half of the IMC can be administered 
cutting down significantly on the administration time. The IMC represents 
a standardized albeit analogue means of eliciting problem solving 
behavior from couples for direct observation.
Although observational techniques have yielded a wealth of 
information regarding couples’ communication patterns they have their 
disadvantages. They are expensive and cumbersome to use. The videotape 
equipment and manpower required to utilize these techniques is not always 
available. Furthermore, observational techniques do not access
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the belief systems or cognitions regarding conflict held by couples 
which are increasingly thought to play an integral role in couples’ 
interactions (Margolin & Jacobson, 1981). In contrast, self-report 
measures of couples’ conflict resolution skills are seen as economical 
and as sometimes the only way to gain access to the thoughts and 
beliefs of spouses.
Self-report instruments. Margolin, Fernandez, Gorin and Ortiz 
(1982) described the construction of a self-report measure of couples' 
conflict resolution techniques and their self-reported satisfaction 
with their patterns of resolving conflict. The Conflict Inventory (Cl) 
consists of 26 items 20 of which fall into three major categories: 
Problem Solving, Withdrawal, and Aggression. All 26 items are repeated 
so that each partner can respond to them in five different ways: how 
often s/he actually engages in the behavior, how often s/he would like 
to engage in the behavior, how often does his/her partner actually 
engage in the behavior, how often would s/he like his/her partner to 
engage in the behavior, and how often does s/he think his/her partner 
would like him/her to engage in the behavior. A six point rating scale 
(l=rarely to 6=always) is used for each of the 26 items in all five of 
their variations. Comparing responses between spouses and within each 
partner’s questionnaire can reveal not only the. couple’s rate of, but 
also their satisfaction with each other's and their own conflict 
resolving behaviors. In addition, the Cl can provide a check of. the 
accuracy with which each partner perceives their conflictual 
interactions.
In a study of the discriminant and concurrent validity of the Cl, 
Margolin et al. (1982) administered the Cl to 73 couples as part of an
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assessment package consisting of two other self-report questionnaires 
(the Dyadic Adjustment Scale —  DAS and the Conflict Tactics Scale —  
CTS). The DAS (Spanier, 1976) provides a measure of couple’s overall 
satisfaction with their relationship. The CTS (Straus, 1979) is a 19 
item self-report inventory. Each partner reports how often s/he used 
each of the 19 behaviors described within the CTS during theprevious 
year when engaging in conflict with his/her partner. The items on the 
CTS fall into three different subscales: Reasoning, Verbal Aggression,
and Violence.
Margolin et al. (1982) found that distressed couples differ 
significantly from nondistressed couples (as measured by the DAS) on 
all three subscales of the Cl. Distressed couples engaged in more 
aggression, more withdrawal and fewer problem solving behaviors than 
their nondistressed counterparts. In addition, distressed couples are 
more dissatisfied with their own as well as their partners’ behaviors 
on all subscales of the Cl in comparison with nondistressed couples. 
Margolin et al. (1982) also correlated the three Cl subscales with DAS 
scores. There were positive correlations between the DAS and the 
Problem Solving subscale and negative correlations between the DAS and 
the Aggression and Withdrawal subscales suggesting that the more 
dissatisfied a couple is the more likely they are to engage in 
aggression and to withdraw rather than use constructive problem 
solving. In terms of convergent validity, Margolin et al. (1982) found 
that the Reasoning subscale of the CTS was positively correlated with 
the Cl’s Problem Solving subscale while the Cl Aggression subscale 
correlated with both the CTS' Verbal Aggression and Violence subscales. 
In addition, Withdrawal on the Cl was correlated with the Verbal
14
Aggression subscale of the CTS.
Despite the Cl’s preliminary demonstration of validity there are 
no data describing its reliability. However, it appears as though the 
Cl may provide important information regarding spouse’s perceptions of 
their own as well as their partner’s conflict resolution skills. To 
date the Cl has not been used with eating disordered individuals 
although the instrument could yield information regarding the types of 
conflict resolution styles bulimics perceive themselves and their 
partners to use within their marriages in comparison to normal control 
and dysfunctional couples. Based on Loro’s (1984) contention that 
bulimics tend to "give in and give up too quickly’’ in interpersonal 
problem situations one would think the Cl would reveal that bulimics 
exhibit withdrawal in the face of conflict.
A different self-report instrument has been developed that 
assesses couples' beliefs and cognitions regarding conflict in their 
relationship as opposed to their self-reported conflict resolution 
behaviors. The Relationship Belief Inventory (RBI) was developed by 
Eidelson and Epstein (1982) as a means of easily assessing a wide range 
of potentially dysfunctional beliefs couples may hold about intimate 
relationships. The RBI consists of 40 items describing various beliefs 
about intimate relationships to which couples are to respond using a 
six point scale ranging from "I strongly believe that the statement is 
true’’ to ’’I strongly believe that the statement is false." The RBI is 
composed of five subscales consisting of eight items each. Each 
subscale represents a different maladaptive belief about relationships: 
Disagreement is destructive; Mindreading is expected; Partners cannot 
change; Sexual perfectionism; and The sexes are different.
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Eidelson and Epstein (19S2) found with their sample of 200 couples 
(96 couples seeking marital therapy and 104 normal control couples) that 
all of the RBI subscales were negatively correlated with the Locke- 
Wallace Marital Adjustment Scale (MAS; Locke & Wallace, 1959) which 
provides a global measure of relationship satisfaction. Therefore, the 
RBI provides an easy to administer self-report measure of the types of 
beliefs about relationships that may be dysfunctional, based on its 
correlation wth marital dissatisfaction. Bulimics evidence a number of 
irrational beliefs regarding weight and weight gain and it is possible 
that this tendency to entertain irrational beliefs may extend to some of 
the.it beliefs about intimate relationships.
It has been suggested that individuals with eating disorders are 
like.lv to have difficulties in interpersonal relationships particularly 
in the area of conflict resolution and problem solving. However, despite 
the presence of a number of methods for the study of couples’ conflict 
resolution skills, to date these instruments have not been used to 
examine e mp ir ic al ly  the intimate relationships of normal weight bulimics. 
Therefore, the following study was undertaken.
The Present Study
The present study was designed to examine the marital relationships 
and conflict resolution skills of individuals with bulimia. The study 
attempted to answer the following questions. How satisfied are bulimics 
with their marital relationships? What conflict resolution skills do 
bulimics use in intimate relationships? What unrealistic relationship 
beliefs do bulimics have? How do bulimics and their partners differ in
16
these ways from normal and maritally distressed couples?
Method
Subject s
Forty-one couples participated in this study. Twelve of the couples 
had one partner who was seeking treatment for an eating disorder and were 
thus assigned to the Bulimic group, fourteen of the couples were seeking 
marital therapy and were therefore assigned to the Distressed group, and 
fifteen of the couples were not involved in marital or eating disorders 
treatment and so were assigned to the Normal Control group. The type of 
therapv being sought was used as the sole criterion for group assignment. 
However, a structured interview and two self-report questionnaires were 
used to ensure that individuals seeking treatment for an eating disorder 
warranted a diagnoses' of bulimia and to screen for the presence of 
potential eating disorders in the normal control and distressed groups.
St, rue totted interview. Only individuals seeking treatment for an 
eating' disorder who were assigned to the bulimic group participated in a 
structured interview (see Appendix B) to confirm the diagnosis of 
bulimia. The interview was conducted by the experimenter or an advanced 
graduate student in clinical psychology as part of a standard eating 
disorders evaluation and preceded the invitation for the bulimic and her 
partner to participate in the larger research project. Completion of the 
interview took one-half hour to forty-five minutes. Although only 
individuals seeking treatment for an eating disorder underwent the 
structured interview, all subjects completed self-report instruments 
described below in order to screen for the presence of unreported 
eating disorders in the distressed and normal control groups and to
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further confirm the diagnosis of bulimia in the participants assigned to 
the bulimic group.
Ihe Eating Questionnaire (Williamson. Kelley. Cavell. & Prather. in 
press). The EQ is a 16 item multiple choice questionnaire. It assesses for 
the presence of self-reported bulimic symptoms as described by DSM-111 
(APA, 1980). See Appendix C for a copy of the EQ. Unpublished research with 
the EQ has shown it to have good test-retest reliability and good 
concurrent validity, it has been used with various eating disordered as 
well as normal populations (D.A. Williamson, personal communication, July 
1, 1987). The EQ was administered to all participants in this study. The 
highest possible score on the EQ is 80 and the lowest is 16.
A series of chi square analyses were conducted on the individual 
questions from the EQ in order to determine if the three groups differed in 
their self-report of specific symptoms of bulimia. Bulimics reported binge 
eating more often,^(S,N=36)=15.32, p<.05, as well as having more binge 
episodes per day, X  (8,N=36)=16.00, p<.04, than normals or maritally 
distressed females. In addition, bulimics reported being more concerned
~sl
about their binge eating, a . (8,N=36)=22.50, p<.004, eating more rapidly 
during a binge, 7C2(8,N=36) = 15.10, p<.02, feeling more out-of-control during 
binges, X Z(8,N=36)=29.40, p<.000, and feeling more depressed following a 
binge,XZ(8,N=36)=18.13, p<.02, than normal control and maritally 
distressed females. These differences in specific responses to the EQ among 
the three groups was further supported by the results of comparisons of the 
total EQ scores for the three groups using an one-way analysis of variance.
The bulimics’ mean EQ score of 48.33 was found to be significantly 
higher than the scores of the normal control subjects (M=32.42) and the 
distressed females (M=35.58), F(2,40)=22.00, p<.0001. Student Newman-Keuls
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post hoc analysis was used for this comparison. Table 1 provides the EQ 
means, standard deviations and F values for the three groups.
Bulimia Test (Smith & Thelen. 1984). The BULIT is a self-report 
questionnaire consisting of 36 multiple-choice items. It was designed to be 
used as a screening instrument for symptoms of bulimia. The lowest possible 
score is zero and the highest is 160. A score of 102 or greater is 
considered to be suggestive of bulimia. The BULIT's reliability and 
validity as a test of bulimic symptoms has been demonstrated in its use 
with samples of normal, bulimic, and anorexic college women (Smith &
Thelen, 1984). The BULIT was used in the present study to provide further 
confirmation of the diagnosis of bulimia for participants assigned to the 
bulimic group and to screen for bulimic symptomatology in the normal 
control and distressed subjects. See Appendix D for a copy of the BULIT.
An one-way analysis of variance was conducted using BULIT scores. 
Significant differences among the three groups of females were found, 
F(2,40)=55.96, p<.0001. Newman-Keuls post hoc test showed that bulimics' 
BULIT scores (M=108.43) differed significantly from those of normal 
controls (M=53.13) and distressed females (M=59.14). See Table 1 for the 
means, standard deviations, and F values for three groups on the BULIT. 
Therefore, the individuals assigned to the bulimia group at the outset of 
the study did report significantly more eating disorder symptoms than the 
individuals assigned to the other two groups.
Participants for this project were recruited from the married student 
population at Louisiana State University (LSU) in Baton Rouge, Louisiana, 
the Psychological Services Center at LSU, other area psychological services 
and eating disorders units, and media announcements regarding subject 
recruitment for this study. One out-of-state couple assigned to the bulimic
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Table 1: Comparison of the three groups of
females on the self-report eating disorder 
questionnaires, the Eating Questionnaire (EQ) 
and the Bulimia Test (BULIT).
EQ BULIT
M SD M SD
Normals
(N=15) a*32.40 5.40 53.13a 12.98 ,
Distressed
(N=14) 35.93a 7.59 59.14a 18.34
Bulimics
(N=14) 48.86b 7.81 108.43b 14.21




*different superscripts indicate statistically significant group 
differences among the means
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group because of the female’s involvement in treatment for bulimia 
participated by mail and two bulimic females participated without their 
spouses. One of the distressed couples was cohabitating while all of the 
remaining couples were legally married. Two of the couples in the 
distressed group were black and the remaining couples were Caucasian. The 
male partner was the bulimic in two of the couples assigned to the bulimic 
group, the remaining bulimics were females. In order to determine if the 
participants in this study differed in terms of demographics, four one-way 
analyses of variance were conducted; first comparing the males from each of 
the three groups with one another and then the females. Results of these 
analyses showed that the participants did not differ significantly in terms 
of age, years married, educational level, or income. Table 2 presents the 
means, standard deviations, and F values for each of these variables for 
the males and females from each group.
Procedure
Couples who volunteered to participate in this project scheduled an 
initial assessment session with the experimenter. This initial appointment 
lasted one to one and one-half hours and involved reading and signing the 
consent form (see Appendix E), completing the self-report questionnaires 
described more fully below, participating in the videotaped task also 
described below, and the scheduling of a follow-up session lasting 
approximately one-half hour. During this session, the couple received 
feedback regarding the results of their participation in the study and the 
purposes of the research. Partners enrolled in undergraduate psychology 
classes at LSU received extra credit points for their participation.
Ten of the couples (two from the normal control group, six from the 
distressed group, and two from the bulimic group) did not participate in
Table 2: Comparison of males and females from
the three groups on demographic variables
Normals* Distressed** Bulimics***
M SD M SD M SD F df P>
Age 37.b7 9.97 35.07 8.81 38.50 9.61 0.56 2.38 .05
Years
Married 8.81 8.61 11.09 10.08 12.95 7.69 0.73 2,38 .05
Males Years of 
Education U . 80 2.70 IS.64 2.06 16.17 2.98 0.96 2,38 .05
Estimated
Monthly
Income 3251.J3 1981.53 2676.07 999.61 3585.33 2520.71 0.77 2,38 .05
Age 35.20 7.65 32.50 9.61 35.50 7.13 0.58 2,40 .05
Years
Married 8.81 8.61 11.09 10.08 13.03 7.16 0.86 2,40 .05
Females Years of 
Education 14.00 2.54 15.64 2.65 14.50 2.07 1.72 2,40 .05
Estimated
Monthly
Income 3251.33 1981.53 2676.07 999.61 3400.64 2419.48 0.57 2,i0 .05
*N=15 for both males and females **N=14 for both males and females ***N=12 for males
and N=14 for females
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the videotaped portion of this study. Failure to complete this task was 
primarily due to the theft of the videotape equipment toward the end of the
data collection phase of this study but also due to one couple's 
participation by mail. In addition, the two female bulimics who 
participated without their partners were unable to engage in the videotape 
task.
Dependent Variables
Dyadic Adjustment Scale (Spanier. 1976). The DAS is a self-report 
questionnaire consisting of 32 items which can be used to obtain a valid 
and reliable measure of global relationship satisfaction. Scpres can range 
from zero to 151 on this instrument. One-hundred is the score used to 
differentiate satisfied from dissatisfied couples. Scores above 100 are 
indicative of relative relationship satisfaction while scores below 100 are
indicative of relative dissatisfaction (see Appendix F). The DAS was
administered to all participants in this study to assess for degree of 
relationship satisfaction.
Conflict Inventory (Margolin et al.. 1982). As described in the 
introduction to this study, the Cl is a self-report instrument of 
demonstrated validity designed to assess for individuals' conflict 
resolution styles. It results in three subscale scores: Problem Solving
(seven items), Withdrawal (seven items), and Aggression (six items). 
Possible responses to each item range from 0=never to 6=almost always. 
Scoring results in an average score for each subscale (see Appendix G). The 
Cl was administered to all subjects in this study in order to determine the 
self-reported conflict resolution styles of the participants.
Relationship Belief Inventory (Eidelson & Epstein. 1982). The RBI, as 
described previously, is a 40 item valid and reliable self-report
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questionnaire designed to assess the degree to which individuals subscribe 
to five different dysfunctional beliefs about relationships. Each statement 
receives a rating of 0="I strongly believe that the statement is false” to 
5="I strongly believe that the statement is true." Responses for each of 
the five subscales (Disagreement is destructive, Mind reading is expected, 
Partners cannot change, Sexual perfectionism, and The sexes are different) 
are totaled. The higher the resulting total the more that individual is 
thought to subscribe to that particular irrational belief (see Appendix H). 
The RBI was administered to all participants in this study as a measure of 
beliefs regarding conflict and intimate relationships in order to augment 
the other data collected on self-reported actual conflict resolution 
styles.
Inventory of Marital Conflict (Olson & Ryder. 1970). The IMC is an
iinteractional task discussed in the introduction of this study. Form B of 
the IMC was used in this study. It was composed of nine vignettes about 
hypothetical marital problems. The IMC was administered first as a written 
questionnaire, which the partners completed independently, and then the 
partners were brought together to discuss their answers. The resulting 15 
minute discussion provided the interactional component of the IMC. During 
the independent completion of the IMC each partner received somewhat 
different versions of six of the nine vignettes. Although the problem 
situations remained the same, some of the details varied from the husband’s 
and the wife's versions. The partners used an answer sheet that had a 
summary of each vignette followed by two choices they were to make: Who,
in their opinion, was most at fault for the problem and what, of two 
possible solutions, should be done to solve the problem. After completing
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this part of the IMC, the partners were brought together to discuss the 
vignettes. The more detailed versions of the vignettes were taken away from 
the partners and they were left with their answer sheets, which had the 
problem situation summaries and their answers recorded on them. The couples 
were instructed to discuss the problems and to come to two joint decisions 
regarding each vignette: Who’s at fault and what should be the solution.
The options for these decisions were the same ones given when the partners 
made these decisions independently. The analogue conflict arises from the 
fact that six of the vignettes given to the husband were phrased in such a 
way as to cast more blame on the hypothetical wife. The participating wife, 
on the other hand, was more likely to have seen the hypothetical husband as 
more at fault in the same six vignettes because of the way her vignettes 
were phrased. Therefore, coming from two different points of view, the 
couples were asked to come to a mutual understanding of the problem and to 
make joint decisions regarding ways to solve each problem. These joint 
decisions were then recorded by each partner on his or her own answer 
sheet.
No deception was involved in the use of the IMC. The participating 
couples were informed not only of the possibility of some of their 
vignettes differing from one another but also that their discussion would 
be videotaped. The videotape equipment was located behind a one-way mirror 
and the couple sat next to one another on a sofa. After 10 minutes had 
elapsed the couples were told they had five more minutes to complete their 
discussion. Therefore, a 15 minute analogue sample of conflict resolution 
skills was obtained from 31 of the 41 participating couples for analysis.
Communication Skills Test (Floyd & Markman. 1984). The CST, as 
discussed in the introduction, is an observational scoring system developed
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as an easy to use, reliable means of analyzing couples’ communication 
skills. Four undergraduate research assistants were trained in the use of 
the CST. Training involved reading chapters one and two from A Couple*s 
Guide to Communication by Gottman, Notarius, Gonso and Markman (1976) to 
familiarize the raters with the broader area of couples* communication 
skills, four one and one-half hour training sessions on the videotaped 
interactions of four couples who served as pilot subjects, and three, one 
hour booster training sessions after formal training had been completed.
Each statement made by each partner during the first 10 minutes of the 
videotaped interaction was assigned a rating of l=very negative,
2=negative, 3=neutral, 4=positive, or 5=very positive. See Appendix I for a 
copy of the rating guidelines and the recording sheets used by the raters 
in this study. The ratings for each partner were totaled and averaged by 
the experimenter resulting in an average rating of communication style for 




was used in the calculation of inter rater reliabilities. For the purpose of 
calculating reliability, very negative (1) and negative (2) ratings were 
counted as agreements as were very positive (5) and positive (4) statement 
ratings. The raters were not aware of the group assignment of the couples 
they observed.
Interrater reliabilities during training ranged from 60% to 83% with 
an average interrater reliability of 73% at the end of the formal training 
period. Approximately one-third of the experimental tapes were used in an 
ongoing assessment of interrater reliability. These ongoing interrater 
reliability probes ranged from 60% to 87% with an average interrater
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reliability of 78%. The IMC as rated by the CST was used to gather direct 
observational data of the participating couples’ conflict resolution 
skills.
Results
The data for this study were analyzed in two different ways.
Initially, data from the first 12 couples for each group were analyzed 
using 3 (Group) x 2 (Sex) between-subjects analyses of variance (ANOVAs) of 
the DAS and CST data and 3 (Group) x 2 (Sex) between-subjects multivariate 
analyses of variance (MANOVAs) on the five subscales of the RBI and then on 
the three subscales of the Cl. Only the first 12 couples from each group 
were used in this set of analyses to ensure equal sample sizes so that the 
MANOVAs could be conducted. Next a series of 10 one-way ANOVAs were 
conducted comparing the cnree groups, using the data from all 41 of the spouses 
pn the dependent variables. Then all 43 of the bulimics', normal control 
females', and distressed females' data were analyzed using 10 one-way ANOVAs.
In this way, data from the entire sample could be utilized. Throughout these 
analyses the Student Newman-Keuls post hoc tests were utilized.
Relationship Satisfaction
Relationship satisfaction as measured by the DAS showed a significant 
main effect for group, F(2,66)-21.32, p<.0001. Bulimic couples were found 
to be more distressed in their marriages than normal control couples 
(M’s=90.96 and 111.88 respectively) but not quite as dissatisfied as those 
couples seeking marital therapy (M=81.00). Further analysis using the 
entire sample showed that bulimics and distressed females did not differ 
from one another although both groups of women differed from the control 
females. In addition, the spouses of bulimic, distressed and control 
females differed from one another. The spouses of the bulimics were more
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dissatisfied with their marriages than control spouses but not as 
dissatisfied as the male partners in the distressed group. See Table 3 
for the means, standard deviations, and F values for these comparisons. 
Beliefs About Relationships
A MANOVA of the couples’ beliefs about intimate relationships as 
indicated by their scores on each of the five subscales of the RBI did 
not show any significant main effects or interaction effects using 
Wilks’ criterion, F(10,124)=0.75, p>.05. However, a one-way ANOVA using 
data from the entire female sample showed significant differences 
between the three groups of women on the irrational relationship belief 
that Partners cannot change. According to the RBI, bulimics were similar 
to maritally distressed females in subscribing to this belief and both 
bulimics and distressed females differed from the normal control 
females’ more realistic relationship belief in this area. However, the 
male spouses from the three groups did not differ on any of the five RBI 
subscales. See Table 3 for the means, standard deviations, and F values 
for these comparisons.
Conflict Resolution Styles
A MANOVA of the couples’ conflict resolution styles was performed 
on the three subscales of the Cl. Wilks’ criterion indicated significant 
main effects for group, F(6,128)=3.03, p<.01. Subsequent ANOVAs showed 
that bulimic and distressed couples reported using fewer problem solving 
skills when in conflict (M’s=3.58 and 3.59 respectively) than did 
control couples (M=4.27), F(5,66)=7.04, p<.002. In addition, bulimic and 
distressed couples reported withdrawing from conflict (M’s=2.66 and 2.70 
respectively) more often than control couples (M=1.94), F(5,66)=3.46, 
pC.Ol. The couples did not differ in amount of aggression used in
Table 3: Comparison of the males and females from the three groups on






M SD F df P
----
DAS 109.87a* 8.08 87.QQb 12.78 97.67C 12.29 15.36 2.38 p<.0001
RBI
Males D 12.60 4.86 15.29 3.63 12.83 3.93 1.74 2.38 p>.05M 13.13 3.54 15.50 4.07 14.67 3.47 1.52 2.38 P>-05C 11.75 4.17 13.57 4.20 13.00 3.89 0.66 2.38 Pi.05S 16.73 6.86 16.86 5.27 16.67 4.42 0.00 2.38 p>.05MF 16.20 b.4l 15.36 6.43 17.17 2.98 0.33 2.38 p>.05
DAS 118.47a 11.90 76.71b 23.55 ' S6.l4fa 21.81 18.24 2,40 P<.0001
RBI
Females D 11.53 4.75 14.08 5.62 15.43 5.30 2.09 2.40 n>.05M 15.00 4.63 14.46 6.24 14.63. 3.10 0.05 3,40 p>.05C 10.20* 3.41 15.69 7.36 13.43 6.26 3.16 2.40 PC05S 13.07 4.89 11.77 2.92 15.57 3.39 3.38 2,40 p>.05MF 13.07 4. 8b 15.00 7.27 14.07 4.29 0.42 2,40 P>.05
*different superscripts indicate statistically significant group differences among the means
**N=13 Tor both males and females ***N = l*i for both males and females ****N=12 for males and
N=14 for females
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conflict as a function of group membership. When a one-way ANOVA was 
performed on all of the data for the female participants, it was found 
that bulimics and distressed females used problem solving less often 
than controls. In addition, bulimic and distressed females withdraw more 
often than control females. When analyzed separately using one-way 
ANOVAs the three groups of spouses did not differ significantly on any 
of the three Cl subscales. See Table 4 for the means, standard 
deviations, and F values for these comparisons.
An ANOVA conducted on CST scores for all of the participating 
couples showed no significant main effects in the ratings of the 
females’ actual communication styles, nor for the spouses’ 
communication. See Table 4 for a summary of the means, standard 
deviations, and F values for these comparisons.
Discussion
The purpose of this study was to examine the marital relationships 
of bulimics and their partners in comparison to couples seeking marital 
therapy and normal control couples. The bulimics in this study resembled 
women seeking marital therapy in several ways. Not only did bulimics 
report a degree of global relationship dissatisfaction comparable to 
that of maritally distressed women but they also resembled them in terms 
of the use of few problem solving skills, withdrawal from conflict, and 
their endorsement of the irrational belief that their partners, as well 
as the quality of their relationships, cannot change. Eidelson and 
Epstein (1982) state that such a belief reflects an individual with "low 
efficacy expectations" who, therefore, is likely to "make fewer active 
attempts to constructively resolve conflicts." These results support
Table 4: Comparison of the males and females from
the three groups on the conflict resolution variablesj
the Conflict Inventory (Cl) and the Communication Skills Test (CST).
Normals** Distressed*** Bulimics****
































































CST 3.08 0.19 3.13 0.24 3.08 0.24 0.13 2.40 p >.05
*different superscripts indicate statistically significant group 
differences among the means
**N=15 for males and females ***N=14 for males and females ****N-12
for males and N=14 for females
31
prior observations that bulimics are deficient in problem solving skills 
(Loro & Orleans, 1981), that they withdraw from conflict (Loro, 1984; 
Yudkovitz, 1983), and that they have disturbances in their interpersonal 
relationships (Johnson & Berndt, 1983; Norman & Herzog, 1984; Williamson 
et al., 1985), particularly in their interactions with members of the 
opposite sex (Hawkins & Clements, 1984; Johnson & Berndt, 1983; Mizes, 
1985; Yudkovitz, 1983). However, direct observation of the conflict 
resolution skills of bulimics and their partners did not show bulimics 
to be any less skilled than normal subjects. Perhaps had a different 
coding system been used, other aspects of bulimic couples’ communication 
styles may have emerged in comparison to control and distressed couples.
Floyd, O’Farrell and Goldberg (1987) compared the CST with the 
Marital Interaction Coding System (MICS, Hops et al., 1972) and found 
that negative, nonfacilitative behaviors as coded by the CST 
discriminated satisfied from dissatisfied couples while, conversely, 
positive, facilitative behaviors as coded by the MICS discriminated the 
satisfied from the dissatisfied couples. In light of the pattern of 
bulimics’ responses on the Cl indicating little use of active problem 
solving and their withdrawal from conflict, bulimics may be distinctive 
in their lack of facilitative communication skills rather than in their 
use of destructive communication skills and thus, based on Floyd et 
al.’s (1987) recent findings, the MICS would have been a more 
appropriate coding system for assessing for these differences.
The present study documented the presence of marital distress, poor 
conflict resolution skills, and irrational beliefs regarding 
relationships and the process of solving relationship problems in a 
bulimic population. Ilfeld (1982) has suggested that unsatisfactory
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marital relationships can be a source of stress for an individual and 
that his/her manner of dealing with these marital issues can in turn 
affect the level of stress actually experienced by the individual. It 
has been frequently noted that stress, particularly interpersonal 
stress, increases the likelihood of an individual engaging in binge 
eating (Mitchell & Pyle, 1982; Morley, Levine & Rowland, 1983; Polivy, 
Herman, Olmsted & Jazwinski, 1984; Pyle et al., 1981; Schlundt et al., 
1983; Wardle & Beinart, 1981). For these reasons the results of the 
present study serve to further emphasize the need for clinicians to take 
into consideration that women seeking treatment for an eating disorder 
may be at risk for having the added stress of being involved in 
unsatisfying marital relationships. They are unlikely to be able to cope 
adequately with such stress because of their irrational relationship 
beliefs and poor conflict resolution skills. If not addressed, such 
added stressors may adversely affect the course and/or outcome of eating 
disorders treatment for bulimia. Therefore, the results of the present 
study suggest that training in interpersonal problem solving and 
conflict resolution skills might be added to the more standard 
behavioral and cognitive-behavioral treatments of bulimia (Fairburn,
1981; Rosen & Leitenberg, 1982). Weiss, Katzman and Wolchik (1985) 
described a "psychoeducational" treatment program for bulimia that 
combines a focus on the modification of destructive eating and purging 
habits with training in assertion and anger expression. Preliminary 
treatment outcome research data are encouraging for the inclusion of 
such skills training components in a treatment program for bulimia that 
also emphasizes exposure to binge foods without purging (Agras, 1987).
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To date, however, no systematic study of the use of marital therapy as 
an adjunct to individual or group therapy for bulimia has been reported. 
The results of the present study would suggest that the utility of this 
type of treatment modality for married bulimics is worthy of further 
investigation.
Foster (1986) states that marital therapy for individuals seeking 
treatment for an eating disorder may be warranted when it appears as 
though changes within the relationship are accompanied by exacerbations 
in the eating disorder symptoms and if the identified patient reports 
marital distress. Foster (1986) sees resistence to couples therapy on 
the part of either spouse as a possible contraindication for couples 
therapy with eating disordered individuals. The results of the present 
study suggest that bulimics are experiencing a level of marital distress 
that is as intense as that felt by women in couples seeking marital 
therapy, the partners of the bulimics, although not as distressed as the 
maritally distressed spouses did report being more dissatisfied with 
their marital relationships than normal males. For these reasons 
research into the marital relationships of bulimics and the potential 
for couples therapy or the solicitation of partner support in the 
treatment of this disorder would seem warranted.
A major concern in interpreting the present results is the 
representativeness of the sample. Because participation in this project 
was voluntary, all the participants were self-selected. Therefore, the 
bulimics who volunteered for this project may have been those who 
happened to be maritally distressed and may not have represented married 
bulimics in general. Requiring relationship assessment as part of the
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standard assessment of bulimics at eating disorder treatment facilities 
would help in avoiding some of the selection bias inherent in the 
present study. In addition, research could explore whether bulimics’ 
marital distress and irrational relationship beliefs abate and conflict 
resolution skills improve following treatment designed primarily to deal 
with the eating disorder symptoms or whether additional relationship 
therapy is necessary to impact on these problem areas in bulimics’ 
interpersonal relationships. Primarily, the present study provides 
further support for Mizes’ (1985) observation that our understanding of 
bulimia and its treatment will require continued exploration of the 
interpersonal as well as ’’personal deficits and difficulties” of 
individuals with this eating disorder.
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Appendix A: Diagnostic criteria for bulimia from the Diagnostic and
Statistical Manual of Mental Disorders (3rd ed.).
1) Repeated binge eating with binge defined as the ingestion of a 
great deal of food in a relatively short period of time (two hours 
or less)
2) The belief that one’s eating pattern is not normal and fear of 
of losing control over one’s eating
3) Depression and negative self-thoughts following a binge
4) At least three of the following:
a. binging on easy to eat foods or high calorie junk foods
b. binging when alone or otherwise attempting to be secretive about 
binging
c. The binge eating stops when the individual self-lnduces vomiting, 
is interrupted, experiences stomach pain, or goes to sleep
d. a history of severe dieting and/or the use of purgative methods 
following binging (i.e., self-Induced vomiting, laxative abuse, 
and/or diuretic abuse)
e. fluctuations in weight of ten or more pounds as a result of 
binging and restricting
5) Anorexia nervosa or other physical health problems must be ruled out
as causes of the bulimic symptoms
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Appendix B: Structured Interview
INTAKE SUMMARY 
Bulim ia Lingers and Bulim ia Binge/Purgens
Name Eata
Address L'ele ohor
Referred by Current Weight Eaig'
Eating/W eight H istory
1 . Adolescent Weight Childhood Ob:-s. v is /
2 . Any major weight gains since adolescence? 
(Whan, how much, antecedents,- consequences)
3 . Any iriajor weight lo s se s  since adolescence?  
(When, how much, antecedents, consequences)
4. Bo you f e e l  you need to  lo se  weight now?
5 . Have you ever been anorexic? I f  y e s , describe s itu ation -
6 . Onset of binging? Onset of purging? 
(When, contributing factors)
7 . Course of binging or binge/purging.
Decreases, increases in  bulim ic behavior.
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8 . Current sta tu s o f eatin g  problem.
a. Binging: Frequency Time of Day
Purging: Frequency Time of Day
b. Describe a l l  covert and overt events th at usually  occur 
prior to , during, and a fter  a binge-purge, or a binge.
Do you usu ally  f e e l  very hungry before binge eating begins?
c. Do you f e e l  uncomfortable (anxious, troubled, e tc .) a fter  
eating  and before purging ( if  you purge or a fter  eating i f  
you do not purge)?
9 . Who knows you are a bu lim ic/b inger or binge/purger? How do they  
react to  your binging or binge/purging?
1 0 . What have you done to  stop  purging and/or binging? How 
su ccessfu l were you? (When, antecedents and consequences).
1 1 . What fa c to r s /s itu a t io n s  appear to  increase or occasion binging  
and/or purging.
1 2 . What fa c to r s /s itu a t io n s  appear to  decrease binging and/or 
purging?
1 3 . Have you had any m edical/dental problems? Check for d izz in ess, 
LBP, HBP, teeth  erosion , thyroid , and diabetes.
1 4 . What weight control techniques have you used? How often? How 
w ell did they work?
1 5 . What regular exercise  do you engage in? With whom?
1 6 . Do you take la x a tiv es  or d iu retics?  I f  so , how often , how much
1 7 . Members o f household
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1 8 . Are there any s ig n if ic a n t others who would p a r tic ip a te  in  your 
treatm ent?
1 9 . Are there any s ig n if ic a n t  others who would in ter fere  w ith your 
treatm ent? Describe any ob stacles.
2 0 . Other Comments:
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Appendix C: The Eating Questionnaire
In {he Apace p iov irti'd , in d ic a te  the f e l tM  o |  {Fir. flfMWCt th a t  ItAf 
rfpAc'ii.beA you* e a t  (Mi) behav io l.
f .  lloio oftr.n Ho yon binge t u f f  | a |  aefrtom; |b |  once o* finite g month; | r |  once a
inert; |rf| rtfmoAf eveny fhty; I f )  ewnyrtoy.
1. Miitf | a  the n o t ing r  leng th  o f  n binging eniAortpf Ml than 15 minute*;
| b |  15-30 monitrA; | r |  30 minufeA to  one non*; |r t|  one fioaA to  imp Fiouia;
4 j r i  moor than f«v h n i m .  rtrnAe in r t i r n t f  leng th  of cpiAnrlp   __
3. Which o f (ftt ((nffoiaiMg AtotfmPnfA b f t t  a p p tir i to uout binge foCtngf Ml I rfon'f
c o t  enough to in t i J fy  me, |( i|  I eat u n fit  I ' v e  hart enough to  m t i s f y  me. f r |  I 
en t  u n f i t  mg etnmncli ( e r (4  fluff. Ml I eat u n t i l  mg Afomarh i* pninfluf/y fluff.
( r |  I eat u n l i t  I can 't  eat  anymn^p.
•I. Vo you eve* uomif a f f e i  a binget M l iievci; IM about f5 f  of (he time; | c |  about
501 ofl th t tin e ;  Ml about 751 o f the time; | r |  nbmif 1001 of tl i p  t in  P.
5. Which of the flnffotuing beAf oppfifA (n youi r a t in g  brhavcot (jfipti binge f a t i n g !
Ml I fn{ much mnie Afoinfy than HAnnf; jb| I ro t AnmrjWtdf mole Aton'fy l i m n  UAuflt;
(c l  ( fat at flhotil the Aarne. Aprprt a*, 1 vAuafiu Ho: Ml I eat iomenbat fasten than
usual; | f |  I rat vriy napirity.
f .  How much ate  you concerned a b o u t ,  ynui  binge r u l i n g 9 Ml n o t  botheied  a t  o f f ;
|b |  hofhe*** me a tittle; (cl  mortem left# coiirrinrrt ; |rt| a roa/oA concern; (e |  fhf
mo*{ jnfyltant court An in mg f i f e .
1. Which beat  rtrActlbM Ihc rniiMnf you fleet nvpi ynnt ea t ing  rtmi’ng o binge 7 
Ml nevCA in r.cnMuf; Ibl in  rontyot nbouf 751 of Ihr limp; (cl in ronMol 
about 501 o j  Ihf lime; |rt| i n  r o n t io f  abotif 751 ofl the tine;  Ml afnviyi in  c m l i o l .
f .  Which of Ibp floffowing rtcac*nbpA i/oui fleeting* iwriprtinf ef y afltr* a binge!  Ml I
i e t t  v tay  goort. |b l  I fleet genrt. (» |  I fleet flatit i;  n r u l in f ,  no! too neivouA on 
luicomfloitnbtf. Ml I am mortcAafrfi/ iipivpiia mirt/ni uncom^o'tfrtbM. Ml I am w a y  
ncauoua rtnrl/on intromM^labf r .
9. Which moat accuialctif  rtparaibea uona moort ifrvnrrtiateti/ a^tM a binge! Ml ve.iy
happy; |b l  morfpirtfpfg hrtppg; Ir |  nrutaaf; (rt| morfranfefy drpieaaert; jf.l VMJ
rtppiraarrf.
10, WIiMh beat deJicAihvi the  twpr o l  invd  you t a t  itming a bingef M) high r a t o i / f  
junfc food ( e . g . ,  4e.* cirnmli |b |  high c a fo i ie  meafa M>9*» taa«igna|) (cl a 
mil l in e  of high anrt Imo cafonie |oorta; |r!) foio c a fo i i e  meat, a ( e g . ,  aafflrfal;
Ml fo() turtrfr <onrf ( e . g . ,  <ii iU I .
I | .  Wiirli o |  th t  |o((mi'{ng t«»( rfraciifcr* tliv aifimfion in  nViich you <«/|*/rnff «/ Kiigtf
| d |  af iiMi/* c c m f i f f U f y  n f o i i f j  | l> |  f l f n u e  ( m f  n m m i r f  im f t i i r im  c t h r i t  | r . g . ,  a r j ( r t i i ' i n i i » | ;  
• c |  outi/ Jintiml o th in t wlio fcniidt nliciif mi/ liingtitg; '  "  . _ (lafiimrf ftUiirfa anrf 
(omity; | » |  in nny iitiintlon.
I t .  tlhieh o t the. lottmoiog be i t  i t t tc t ib e i  any weight changtt you have txp v iltn c til
in  th t  ta .it  ycalT 1*1 0-5 I b t . ;  Ibl S-10 th s . i  ( e |  10-fO lb * .I  Ml I0 -J0  t b i . i
le i  moae than 30 tb i .
13. On a day th a t you binge, how many binge tp i io d t i  tijp lca fty  occi*A dating th a t daijt
Ml 0; (M I; l e t  ?;  Irfl 3; le i  4 on mote, r tc n a e  in d ig a tt fa tq iiuici/____________.
14. How o ften  do you m e  le i tA ic t iv e  d i e t i / f a i t e t  la)  nevea; IM I t ime pea month;
( e |  t  timet, pea month; Id I I tim e pen uieth; | e |  ntmojf aJbaayt.
15. How o f te n  do you u te  la x a tiu e i to  l o t c u’e.igfitf Ml nevea; ( t |  1-3 itmejj- p t t  iwit t t ;
I d  I tim e  pea weeft; Ml I t im e  pea day; ( e |  mote than 1 time pea day.
r f e m e  ind ica te laeaueMey_________________ . 1 ‘
16. How o | t e n  do you utt. d i i i ie t ic i  to  tm e  loeight? Ml ne»*ea; IM 1-3 timea pea monlli; 
| c |  I tim e pen we eh; Ml I tim e  pea day; | e |  moae tlmn I t ime pea day. f le a te  
in d ic a te  fteq uc.nr.y_________________ .
^
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Appendix E: Consent Form
Too a r e  being noised to p a r t i c i p a t e  t h  n r e aen rch  p r o j e c t  being 
conduc ted by Itonnld A. WllliemBoMi 1'h.D. end Dorothy J .  Vpn 
Burpn,  II. A. through thn Ile'pnrtmpnl o f  I’aycliology e l  l ou l a tn nn  
B tn l e  U n lv e r a l t y .  P l eaae  rend Hie fo l l owing  d e nc r f p l l o n  of  llip 
p r eae n t  a tudy c a r e f u l l y .
In t l i l a  otudy your  name w i l l  bo Isept o t r l c l l y  do n f l d n n t i a l  and a l l  
forma you f i l l  ou l  w i l l  Uae code numbere ao t h a t  you w i l l  nol 
need lo  i d e n t i f y  yo o rBo l t .  Too wi l l  bp naltod to  p a r t i c i p a t e  In  
a e t r u c t t i r e d  i n t e r v i e w  I f  you lieve nol  nl r endy done no, In 
a d d i t i o n  you w i l l  be anlsed lo f i l l  out  anmn q ue a t l on nn l r e a  
having lo  do wi th  your  e a t i n g  b e b i t n  and your  mn r l t n l  r e l a t i o n ­
s h i p .  Ton w i l l  f i l l  t  lie no q un n l i o nn a l r ea  oul  I n  a room appa rn le  
from your  rpnuno.  Tou end your ennuae wi l l  tbnn bo r e - j o in e d  
and yon w i l l  bp nelied lo  dlncuna o i i p  of  the Innt ruraentn yon 
f i l l e d  o u l .  Till p d l a cu an lon  wi l l  be r e co rded  on v ideo t ape ,
Tou may acl iedule an Appointment wltli t he  expe r imen t e r  lo  r e ce i ve  
fpodbacls r e g a r d in g  H i p  I n fo rma t ion  H i p  quent.J onnal r  o r  y i e l d  
conce rn ing  your o n l i n e  h a b i l e  end t he  a t r eng l i r  and wenisneaRea 
of  your  mnr l t n ]  r e l a t l o n o b l p .  I f  you a r e  e n r o l l e d  In  an I n t r o ­
duc tory  naycliology COUran you wil l  rocnlve exit n c r e d i t  pn ln t a  
for  yonr p a r t i c i p a t i o n  In t h i n  atudy.
Tour parllclpntlon In tlila atudy la nlrlclly voluntary olid you 
may withdraw your parti cl ration at any lime wlllmul penalty. If 
you bnve any queationa plepse aali Hie Individual wbo ndml nl alered 
tlila conaent form to you. It you npr»e to participate In Ibl a atudy 
and If all of your queationa have lienu nnawercd to your ant la tnc II o n , 
pi Pane algo yonr nnmn below.
1 bnve r ead  tbn above d e a c r l p t i o n  ot  t l i l a  atudy and a l l  hy quaRtlonh 
have bean anrwerpd to  may e n t l n f a c t i o n .  1 hereby vo l u n t ee r  to 





Handbook for the Communication Skills Test
General, description:
The CST requires observers to make a 5-point rating of each statement emitted 
by subjects during their problem-solving interaction.
The observer attends only to the speaker and rates the speaker's statement: 
very negative —  1 
negative —  2 
neutral —  3 
positive —  A 
very positive —  5
Observers follow a two-step procedure in making CST ratings.
First: As the speaker talks, the observer scans the speaker's statement
for the occurrence of Individual positive, very positive, negative, 
and very negative communication/problem-solving behaviors (as defined 
within this booklet).
Second: When the speaker is finished, the observer then makes a judgement 
of the overall "positiveness" of the entire statement on the basis 
of the individual behaviors emitted by the speaker during that 
statement using the scoring sheet.
These ratings reflect the degree of communication proficiency exhibited by the 
speaker.
Observers are given the following guidelines for judging CST scores:
When either positive, very positive, negative, or very negative behaviors 
occur within the context of otherwise neutral behaviors, the entire statement 
is rated in accordance with the type of positively or negatively valued 
behavior that occurred.
When both positive and very positive or both negative and very negative 
behaviors are combined in the same statement, the more extreme rating of 
very positive (5) or very negative (1) is given to the statement.
Statements containing only neutral behaviors are rated neutral (3).
Frequently behaviors with different positive and negative valences occur 
in the same statement. In this case observers are Instructed to judge the 
relative contributions of the individual behaviors to the statement as a whole 
and to produce one CST rating that best reflects the overall level of 
communication skill exhibited in the statement.
The Communication Skills Test
Vfijci Positive = 5 points
A) Summarizing other or both:
Reneating back the content of what the partner has said 
and/or what both partners have said up until that point 
before going on to present another point of view or solution.
Ex: "So what you're saying is ..."
"What you've said so far is...""What I understand is that..."
Your notes:
B) Checking out:
Similar to summarizing but the goal is to make sure 
that the listener actually heard what was really 
meant by the speaker. To see if intent equals impact.
Ex: "I don't think you've been a spendthrift ijt that's
what you felt I was saying..."
"I feel like you're making fun of me; Is that what you mean tn do?"
Your notes:
Very Positive continued = 5 points
C) Opinion/feeling probe:
The speaker asks the listner how s/he feels or thinks 
about what was said or the topic at hand.
Ex: "What do you think febout that idea?"
"How do you feel about going out?"
"What's on your mind?"
Your notes:
D) Specific plan:
The speaker suggests a specific plan for solving 
the problem under discussion. To be specific, the 
plan is to include who is to do what under what circumstances (who, when, where).
Ex; "I think we should divide up the housework so
that I do the dusting and vacuuming on Saturday mornings and you clean the bathrooms and mop 
on your day off."
"I could get the children bathed while you cook 
dinner on week nights and on the weekends we could switch."
Your notes:
E) Specific feedback:
The speaker tells his/her partner what he/she thinks 
about what the partner has done or :said and why.
Ex: "I like your idea because it gives each of us
some time to ourselves."
"I got angry when you criticized me in front of your mother."
Very Posjtive continued = 5 points
H) Validation:
Similar to summarizing except that in addition to 
repeating back the content of the speaker's message 
the partner also repeats back the feelings the 
speaker has expressed. Validation deals more with 
the affect of the cnmmunicat'* on.
Ex: "You're feeling real bummed out about not getting
that promotion."
"It's exciting for you to get to plan this year's 
family reunion."
"It makes you angry when I talk to other women at parties."
Your notes:
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Very positive continued = 5 points
Your notes:
F) Back on beam:
The speaker says something to get the discussion back on the 
original topic. This usually occurs in response to 
the partner having gotten off the topic but the speaker can also pull him/herself back on track if s/he has 
strayed from the discussion.
Ex: "Let's get back to discussing how to discipline
Tommy"
"I'm sorry, I think I got off track. What were 
we talking about?"
"We need to stay focused on the problem at hand 
before we start talking about that."
Your notes:
G) Metacommunication:
The speaker makes a statement that ties together 
the preceding discussion.
Ex: "Not only have we discussed how little time we've
been getting to spend with each other but we've 
actually come up with some good solutions."
"Although the problem seemed to be that my mother interferes with us it has turned out 
that I'm really not assertive enough with her."
Your notes:
Positive = 4 points
A) Feeling statement:
The speaker expresses his/her own feelings in a direct 
and specific way. I feel _______ because________.
Ex: "I was angry when you came home.late last night." 
"I feel good when you compliment me."
"I get upset because you are yelling at me."
Your notes:
B) Agree or disagree with rationale provided:
The speaker agrees or disagrees with what his/her 
partner has said and gives a reason for his/her dis­
agreement or agreement.
Ex: "I agree that we need to take more time with the
children because our work schedules have gotten 
busier."
"I don't think that is such a good plan since 
we already told our parents that we would 
alternate spending holidays with them."
Your notes:
C) Plan suggestion that is not specific:
The speaker makes a general statement about a possible 
course of action or problem solution but does not 
describe the who, were, when, and how of implementing 
the solution.
Ex: "We need to do more things together."
"The problem is that we have too many debtd so 
we need to spend less money."
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P.o.sLtiye continued = b points 
Your notes:
D) Compliment:
The speaker says something nice to his/her partner 
or makes some other positive comment to the partner regarding his/her appearance, behavior, and/or ideas.
Ex: "You sure have a way with words."
"You did a nice job re-papering the kitchen." 
"That's a great idea*"
Your notes:
E) Clarification request:
The partner is asked to be more specific in his/her 
communication or is asked to clear up a possible mi scommunication.
Ex: "I'm not sure I understand what you're trying to
say."
"Would you explain what you mean?"
Your notes:
F) Accept responsibility
The speaker describes some way he/she is involved in 
the problem under discussion.
Ex: "I know that I have a tendency to interrupt youand that this makes it difficult to talk with me."
Positive continued = k points




An expression of understanding that is less specific 
than that found in validation.
Ex: "I know how you must feel."
"I can understand that you're upset."
"That must be tough to take."
Your notes:
H) Summarizing self concisely or to clarify a point:
The speaker repeats what s/he was trying to say in 
a sentence or two without more elaboration. S/he may 
use this to clear up a possible misunderstanding.
Ex: "What I was trying to say is that I care about you
"As I said, I disagree with that plan."
Your notes:
I) Humor
A partner says something light or funny during the 
discussion that does not appear to be sarcastic or a 
put down.
Positive continued = k points 
Your notes:
J) Positive nonverval behaviors
Smiles, warm voice tone, and positive physical contact.
Your notes:
Neutral = 3 noints
A. Problem talk, offering an opinion
Ex: "I guess we'd better get started."
"Which one are we on?"
"I think we should skip this one."
Your notes:
B. Asking a question
"What time is it?" 
"What do you mean?"
Your notes:





Ex: "The children get home from school at 3 o' clock. 
"Your mother will not keep the children on Sunday 
"We've been here an hour.
Your notes:
Negative = 2
A) Problem talk that is confusing or unclear 
Your notes:
B) Opinions without rationale
Ex: "I think you should do the dishes." 
"This is the way to handle it,"
"It was definitely John's fault."
Your notes:
C) Disagreement without rationale
Ex: "You're wrong about that."
"No.""I don't like that idea." 
Your notes:
D) Disruptive extraneous comments
Ex: "Damn, my back's acting up again."
"There you go again."
Your notes:
Negative continued = 2
E) Negative nonverbal behaviors





Occurs when discussion of one problem area drifts into 




Occurs when the discussion starts on one issue and, before 
there is time to explore that issue, one partner or the other 
drags in other gripes that may or may not be related.
Your notes:
C) Mind reading with negative affect:
Mind reading occurs whenever one person assumes what another person is either feeling or thinking without asking.
Ex: "I know you like romantic-type movies, so I made arrange­ments to go to see the new picture in town tonight —  
I'm sure you'll like it.""The problem is that you feel that the house is a mess 
all the time —  and that's just not true."
Your notes:
D) Putdown
Ex: "You're an idiot."
"I can't get over how dense you are."
Your notes:
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Very negative continued = 1
E) Summarizing self
Occurs when each person continues restating his or her won 
position. Each person is so sure he or she is right that they 
both think it's a waste of time to try to hear and understand 
the other person’s viewpoint.
Your notes:
F) Blaming
Ex: "It's all your fault that it's taking so long."
"If it weren't for you, I'd be a lot happier."
Your notes:
G) Character assassination
Occurs when one partner attributes bad or insulting 
characteristics or qualities to the other partner.
Ex: "You're an insensitive person."
"You're just like your mother, never satisfied,""You don't help around the house because you're lazy."
Your notes:
H) Yes, but...
Occurs when one partner's every attempt to make a suggestion 
or to state apoint of view has something wrong with it.
Ex: "I know, but..."
"But I do things that way because I love you."
Your notes:
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